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Objective: to critically summarize the effectiveness of physio­
therapy in patients presenting clinical signs of shoulder im­
pingement syndrome.
Design: Systematic review.
Methods: Randomized controlled trials were searched elec­
tronically and manually from 1966 to December 2007. Study 
quality was independently assessed by 2 reviewers using the 
Physiotherapy evidence Database (PeDro) scale. if possible, 
relative risks and weighted mean differences were calculat­
ed for individual studies, and relative risks or standardized 
mean differences for pooled data, otherwise results were 
summarized in a best evidence synthesis. 
Results: Sixteen studies were included, with a mean qual­
ity score of 6.8 points out of 10. Many different diagnostic 
criteria for shoulder impingement syndrome were applied. 
Physio therapist­led exercises and surgery were equally 
effective treatments for shoulder impingement syndrome in 
the long term. Also, home­based exercises were as effective 
as combined physiotherapy interventions. Adding manual 
therapy to exercise programmes may have an additional 
benefit on pain at 3 weeks follow-up. Moderate evidence ex­
ists that passive treatments are not effective and cannot be 
justified.
Conclusion: this review shows an equal effectiveness of 
physiotherapist­led exercises compared with surgery in the 
long term and of home­based exercises compared with com­
bined physiotherapy interventions in patients with shoulder 
impingement syndrome in the short and long term; passive 
treatments cannot be recommended for shoulder impinge­
ment syndrome. However, in general, the samples were 
small, and different diagnostic criteria were applied, which 
makes a firm conclusion difficult. More high-quality trials 
with longer follow­ups are recommended.
Key words: shoulder impingement syndrome, physical therapy, 
treatment outcome, review.
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INTRODUCTION
Many primary care patients with shoulder complaints show 
clinical signs of subacromial impingement and rotator cuff 
tendinopathy (1, 2). Subacromial impingement syndrome (SIS) 
of the shoulder is characterized by pain and functional restric-
tions, mostly during overhead activities (3). Many clinicians 
believe that the diagnosis shoulder pain is too broad to provide 
sufficient information to develop specific treatment protocols in 
daily practice. Systematic reviews on the rehabilitation of pa-
tients with SIS included studies in which patients had received 
surgery beforehand, used conflicting criteria defining the same 
condition (4–7), and sometimes included invasive interventions 
not relevant for physiotherapists (8, 9). The present review aims 
to summarize current evidence for the effectiveness of physi-
otherapy in the treatment of patients presenting with clinical 
signs indicative for SIS. Therefore, studies were included if 
shoulder patients were either diagnosed with SIS or showed 
pne of the following positive clinical signs indicating SIS: 
pain aggravating with overhead activity; a painful arc; a Neer 
impingement test; or a Hawkins-Kennedy test. Although the 
diagnostic value of these tests in terms of sensitivity and spe-
cificity is not clear (10), focusing on important clinical signs 
guiding inclusion criteria for a review seems to correspond 
better with daily clinical practice. In primary care general 
practitioners and physiotherapists often rely solely on clinical 
signs and symptoms to establish a diagnosis and to determine 
the focus of treatment (11, 12). To further strengthen this re-
view only randomized controlled trials of high methodological 
quality were included.
METHODS
Literature search/search strategy
The following databases were searched electronically: MEDLINE 
(from 1966 to December 2007), EMBASE (from 1988 to December 
2007), CINAHL (from 1982 to December 2007), the Cochrane data-
base of systematic reviews (to December 2007), the Cochrane Central 
Register of Controlled Trials (to December 2007), Physiotherapy 
Evidence Database (PEDro) (to December 2007). We therefore used 
the following MeSH terms and key words: physiotherapy, physical 
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therapy specialty, physical therapy modalities, musculoskeletal ma-
nipulations, shoulder impingement syndrome, shoulder joint, shoulder 
pain, tendino pathy, rotator cuff, exercise therapy, exercise movement 
technique, electric stimulation therapy, massage. Additionally, the “Co-
chrane optimum trial search strategy” (13) was executed in MEDLINE. 
Furthermore, reference lists from retrieved articles and systematic 
reviews were screened for additional relevant publications.
Inclusion criteria
To minimize bias this review contains only randomized controlled 
trials. Articles written in English, German and Dutch were considered 
eligible. All identified articles were judged for eligibility by title and 
abstract (TOK). If eligibility was unclear, a full text version of the 
article was retrieved. For the screening process a standardized eligibil-
ity form was used. Unclear articles were read by a second reviewer 
(UGT) and discussed until consensus was reached. 
For inclusion of a study, participants must demonstrate the clinical 
pattern of SIS. Therefore, studies in which participants have been 
diagnosed with SIS were included. Furthermore, other studies were 
also included if the patients showed at least one of the following signs 
typical for SIS: pain with overhead activities; painful arc sign; Neer 
impingement sign; or a positive Hawkins-Kennedy sign. All subjects 
had to be older than 16 years of age. Studies including subjects with 
adhesive capsulitis, frozen shoulder, osteoarthritis, fractures, sys-
temic infections and systemic diseases, neoplasm or metastasis, and 
professional athletes were excluded. All forms of active and passive 
physiotherapeutic interventions, including exercises, proprioceptive 
training, manual therapy, massage therapy, education, and electrophysi-
cal procedures, were included. They could have been compared with 
no intervention, placebo treatment, other physiotherapeutic procedures, 
to each other, or even to surgical interventions. If a combination of 
therapies was applied, the main intervention and the co-interventions 
must have been clearly defined to assign the study to a specific inter-
vention. If the main intervention was not defined or was unclear, it 
was assigned to the group of “combined physiotherapy interventions”. 
Comparisons between invasive techniques, such as acupuncture, injec-
tions, or surgical interventions, were not considered. 
Outcome measures
The focus of this review lies on outcome measures for pain and 
functioning.
Quality assessment
All studies were scored with the PEDro critical appraisal tool for exper-
imental studies in physiotherapy (http://www.pedro.fhs.usyd.edu.au). 
PEDro is a reliable tool (14) and contains 8 criteria for assessing 
internal validity of a study, and 2 criteria for assessing sufficiency of 
the statistical information displayed. Each criterion can be answered 
with “yes” or “no”. “Yes” was rated with 1 point, “no” with zero 
points. Thus, the possible maximum score is 10 points. A detailed 
description of the PEDro criteria is provided in Table I. If a criterion 
was unclear even after discussion, no points were awarded. All articles 
were independently rated by a second reviewer (UGT); inconsistency 
of the ratings was discussed and solved by consensus. To improve the 
validity of the results, only studies of a high methodological quality, 
defined as a minimum PEDro score of 5 out of 10, were included in 
this review.
Data extraction and analysis
Data from studies were extracted with the help of a standardized data 
extraction form. When sufficient data were provided, relative risks 
(RR) with a 95% confidence interval (95% CI) were calculated for 
dichotomous data, weighted mean differences (WMD) with 95% CI 
were calculated for continuous data. When possible and appropriate, 
studies were pooled for meta-analytical purposes. Data were calculated 
with Review Manager (ver. 4.2.9) from the Cochrane Collaboration 
(15). When pooling was not possible a best-evidence synthesis was 
performed using the levels of evidence described by van Tulder et al. 
(16), provided in Table II. Consistency of results was given if more 
than 75% of the studies showed results in the same direction.
RESULTS
Search results
The initial search resulted in 3465 hits. After screening the 
articles by title and abstract, and after deleting duplicates, 66 
articles remained. Additional screening of identified systematic 
reviews added another 2 articles. The Cochrane optimum search 
strategy executed in Medline identified no additional papers. 
Therefore, 68 full text papers were retrieved for detailed evalu-
ation with the help of a standardized eligibility form. Of these, 
45 papers were excluded because of inappropriate diagnosis, 
study design, intervention, or participants. Another 5 studies 
(17–21) were excluded because of a methodological quality 
score below 5 out of 10. A total of 18 articles were included in 
this review. Of these, 2 studies (22, 23) were follow-ups of the 
initial studies (24, 25), thus, a final total of 16 studies remained. 
A flow-chart of the search process is shown in Fig. 1.
Table I. Criteria of the Physiotherapy Evidence Database (PEDro) critical appraisal tool for randomized controlled trials
1 Subjects were randomly allocated into groups (in a crossover study, subjects were randomly allocated in order in which treatments were received)
2 Allocation was concealed
3 The groups were similar at baseline regarding the most important prognostic indicators
4 There was blinding of all subjects
5 There was blinding of all therapists who administered the therapy
6 There was blinding of all assessors who measured at least one key outcome
7 Measures of at least one key outcome were obtained from more than 85% of the subjects initially allocated
8 All subjects for whom outcome measures were available received the treatment or control condition as allocated or, where this was not the 
case, data for at least one key outcome was analysed by “intention to treat”
9 The results of between-group statistical comparisons are reported for at least one key outcome
10 The study provides both, point measures and measures of variability for at least one key outcome
Table II. Levels of evidence
Strong Consistent findings among multiple high-
quality RCTs
Moderate Consistent findings among multiple low-
quality RCTs and/or CCTs and/or one 
high-quality RCT
Limited One low-quality RCT and/or CCT
Conflicting Inconsistent findings among multiple trials 
(RCTs and/or CCTs)
No evidence from trials No RCTs or CCTs
CCT: controlled clinical trial, RCT: randomized controlled trial.
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Quality of studies
The mean methodological quality of all studies included was 
6.8 (range 5–9) out of 10; results of the methodological quality 
scorings for included studies are shown in Table III. Although 
random allocation was performed in all studies, in only 4 stud-
ies was treatment allocation concealed (25–28) but not properly 
described. Subjects were blinded in 6 studies (29–34), therapists 
in 4 (29–32) and assessors in 12 studies (24, 27–37). In all studies 
except one (26) groups were comparable at baseline. Only one 
study (34) lost more than 15% of the patients who were initially 
allocated to the groups during follow-up. The median follow-up 
time of the included studies was 11 (range 3–416) weeks.
Population
The median sample size of the included studies was 56 (range 
14–138) patients. All studies except one (26) included men and 
women with a similar mean age. Unfortunately, information about 
the duration of symptoms was missing in 4 studies (26, 27, 29, 37). 
A detailed description of the population is given in Table IV.
Outcome measures
All studies measured pain and functioning, but with a wide range 
of different types of assessment methods and tools. The measure-
ment instruments used in each study are described in Table V.
Interventions
A variety of interventions and comparisons were found 
throughout studies. An overview of the inclusion criteria and 
interventions is shown in Table IV; between-groups results for 
each study are shown in Table V. The different comparisons 
made by the authors are described below, results are summa-
rized and the resulting level of evidence is given.
Comparisons of interventions
Physiotherapy vs no-intervention. Dickens et al. (27) compared 
physiotherapy with no intervention in 85 patients with SIS, all 
of them already planned for shoulder surgery. Physiotherapy 
treatment (n = 45) included passive manual joint mobilization, 
home-based strengthening exercises for the rotator cuff, strap-
ping, advice on posture, and electrotherapy once or twice a week. 
After 6 months, 11 out of 42 patients refused surgery. In contrast, 
all patients of the control group (n = 40) underwent surgery 
as planned. This was a significant difference in favour of the 
physiotherapy group. Unfortunately, there was no information 
available at baseline about patient expectations of surgery or 
physiotherapy. Nevertheless, the authors stated that it could have 
influenced the outcome in favour of the physiotherapy group. 
There is limited evidence (85 patients) that physiotherapy 
consisting of manual mobilization, strengthening exercises, 
strapping, advice about posture, and electrotherapy effectively 
improves functioning at 6 months follow-up and therefore may 
prevent patients with SIS from (undergoing) shoulder surgery.
Fig. 1. Search and screening process. SR: systematic reviews.
Table III. Scorings of methodological quality of included studies
Study
1. 
Random 
allocation
2. 
Concealed 
allocation
3. 
Baseline 
compara-
bility
4. 
Blinding 
subject
5. 
Blinding 
therapists
6. 
Blinding 
assessors
7. 
Outcome 
data > 
85%
8. 
Intention-
to-treat
9. 
Between-
group 
results
10. Point 
measures/ 
measures of 
variability
PEDro 
score
Aktas et al. (32) 1 0 1 1 1 1 1 0 1 1 8
Bang & Deyle (36) 1 0 1 0 0 1 1 0 1 1 6
Binder et al. (33) 1 0 1 1 0 1 1 0 1 0 6
Brox et al. (22, 24) 1 0 1 0 0 1 1 1 1 1 7
Chard et al. (34) 1 0 1 1 0 1 0 0 1 0 5
Conroy & Hayes (37) 1 0 1 0 0 1 1 0 1 1 6
Dickens et al. (27) 1 1 1 0 0 1 1 1 1 1 8
Ginn & Cohen (35) 1 0 1 0 0 1 1 0 1 1 6
Haahr et al. (23, 25) 1 1 1 0 0 0 1 1 1 1 7
Johansson et al. (28) 1 1 1 0 0 1 1 1 1 1 8
Ludewig & Borstad (26) 1 1 0 0 0 0 1 1 1 1 6
Nykänen (29) 1 0 1 1 1 1 1 0 1 1 8
Saunders (30) 1 0 1 1 1 1 1 1 1 1 9
Vecchio et al. (31) 1 0 1 1 1 1 1 0 1 1 8
Walther et al. (38) 1 0 1 0 0 0 1 1 1 0 5
Werner et al. (39) 1 0 1 0 0 0 1 1 1 0 5
PEDro: Physiotherapy Evidence Database.
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te
rv
en
tio
ns
 fo
r b
ot
h 
gr
ou
ps
: N
SA
ID
s a
s n
ec
es
sa
ry
.
G
in
n 
&
 C
oh
en
 
(3
5)
6
Sa
m
pl
e:
 n
 =
 13
8,
 (5
6 
f, 
82
 m
) m
ea
n 
ag
e 
ye
ar
s 
(r
an
ge
) 5
5 
ye
ar
s (
22
–9
0)
, s
ub
gr
ou
p 
im
pi
ng
em
en
t: 
n =
 61
 
D
ur
at
io
n 
of
 sy
m
pt
om
s (
m
ea
n)
: 
G
ro
up
 1
: 7
.4
 m
on
th
s;
 
G
ro
up
 2
: 7
.3
 m
on
th
s;
 
G
ro
up
 3
: 7
.4
 m
on
th
s 
Fo
llo
w
-u
p:
 5
 w
ee
ks
 
D
ro
p-
ou
ts
: s
ub
gr
ou
p 
im
pi
ng
em
en
t: 
5
D
ia
gn
os
is
: s
ho
ul
de
r p
ai
n
In
cl
us
io
n 
cr
ite
ria
: (
i) 
ov
er
 1
8 
ye
ar
s o
f a
ge
; (
ii)
 
un
ila
te
ra
l s
ho
ul
de
r p
ai
n 
w
ith
 lo
ca
l m
ec
ha
ni
ca
l 
or
ig
in
; (
iii
) m
or
e 
th
an
 1
 m
on
th
s d
ur
at
io
n;
 (i
v)
 p
ai
n 
ex
ac
er
ba
te
d 
w
ith
 a
ct
iv
e 
m
ov
em
en
ts
; (
v)
 a
ll 
pa
tie
nt
s 
in
 th
e 
im
pi
ng
em
en
t s
ub
gr
ou
p 
sh
ow
ed
 a
 p
ai
nf
ul
 a
rc
 o
f 
fl
ex
io
n 
an
d/
or
 a
bd
uc
ti
on
. 
G
ro
up
 1
 (n
 =
 48
): 
si
ng
le
 su
ba
cr
om
ia
l i
nj
ec
tio
n 
w
ith
 m
et
hy
lp
re
dn
is
on
e 
ac
et
at
e.
 
G
ro
up
 2
 (n
 =
 48
): 
da
ily
 h
om
e-
ba
se
d 
ex
er
ci
se
s f
or
 5
 w
ee
ks
, i
nd
iv
id
ua
liz
ed
 fo
r e
ac
h 
pa
tie
nt
 
on
 th
e 
ba
si
s o
f t
he
 in
iti
al
 a
ss
es
sm
en
t, 
su
pe
rv
is
io
n 
on
ce
 a
 w
ee
k 
fo
r p
ro
gr
es
si
on
; e
xe
rc
is
es
 to
 
re
st
or
e 
dy
na
m
ic
 st
ab
ili
ty
 a
nd
 c
o-
or
di
na
tio
n 
of
 th
e 
sh
ou
ld
er
 m
us
cl
es
 in
cl
ud
in
g 
st
re
tc
hi
ng
 o
f 
sh
or
te
ne
d 
m
us
cl
es
, s
tre
ng
th
en
in
g 
of
 w
ea
k 
m
us
cl
es
, m
ot
or
 re
tra
in
in
g 
to
 im
pr
ov
e 
sc
ap
ul
a-
hu
m
er
al
 rh
yt
hm
 a
nd
 c
o-
or
di
na
tio
n 
be
tw
ee
n 
m
us
cl
es
. 
G
ro
up
 3
 (n
 =
 42
): 
el
ec
tro
ph
ys
ic
al
 m
od
al
iti
es
 (i
nt
er
fe
re
nt
ia
l t
he
ra
py
, u
ltr
as
ou
nd
, i
ce
 
pa
ck
s, 
ho
t p
ac
ks
) t
w
ic
e 
a 
w
ee
k;
 p
as
si
ve
 jo
in
t m
ob
ili
za
tio
n 
of
 th
e 
gl
en
oh
um
er
al
, 
ac
ro
m
io
cl
av
ic
ul
ar
 a
nd
 st
er
no
cl
av
ic
ul
ar
 jo
in
ts
 tw
ic
e 
a 
w
ee
k 
ba
se
d 
on
 th
e 
in
fo
rm
at
io
n 
fr
om
 
th
e 
in
iti
al
 e
xa
m
in
at
io
n;
 d
ai
ly
 R
O
M
 e
xe
rc
is
es
 (A
B
D
, F
LE
X
, E
X
T,
 h
or
iz
on
ta
l F
LE
X
 a
nd
 
EX
T,
 H
B
B
) a
ga
in
st
 e
la
st
ic
 re
si
st
an
ce
 fo
r 5
 w
ee
ks
 to
 in
cr
ea
se
 ra
ng
e 
of
 h
an
d 
pl
ac
em
en
t. 
A
dd
iti
on
al
 in
te
rv
en
tio
ns
 fo
r b
ot
h 
gr
ou
ps
: p
at
ie
nt
s w
er
e 
re
qu
es
te
d 
no
t t
o 
co
m
m
en
ce
 o
r 
ch
an
ge
 m
ed
ic
at
io
n 
du
rin
g 
th
e 
st
ud
y.
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B
an
g 
&
 D
ey
le
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6)
6
Sa
m
pl
e:
 n
 =
 52
, (
22
 f,
 3
0 
m
,) 
m
ea
n 
(S
D
) a
ge
 4
3 
ye
ar
s (
9.
1)
 
D
ur
at
io
n 
of
 sy
m
pt
om
s (
m
ea
n)
:
G
ro
up
 1
: 5
.6
 m
on
th
s;
 
G
ro
up
 2
: 4
.4
 m
on
th
s
Fo
llo
w
-u
p:
 a
fte
r t
re
at
m
en
t &
 2
 m
on
th
s 
D
ro
p-
ou
ts
: 2
D
ia
gn
os
is
: i
m
pi
ng
em
en
t s
yn
dr
om
e
In
cl
us
io
n 
cr
ite
ria
: o
ne
 te
st
 o
f c
at
eg
or
y 
1 
m
us
t b
e 
po
si
tiv
e 
to
ge
th
er
 w
ith
 o
ne
 p
os
iti
ve
 te
st
 o
f c
at
eg
or
y 
2 
or
 3
.  
C
at
eg
or
y 
1:
 p
as
si
ve
 s
ho
ul
de
r 
fl
ex
io
n 
w
it
h 
sc
ap
ul
a 
st
ab
ili
ze
d,
 p
as
si
ve
 in
te
rn
al
 ro
ta
tio
n 
at
 
90
° 
sh
ou
ld
er
 fl
ex
io
n 
in
 th
e 
sc
ap
ul
ar
 p
la
ne
 a
nd
 in
 
pr
og
re
ss
iv
e 
de
gr
ee
s o
f s
ho
ul
de
r a
dd
uc
tio
n.
 C
at
eg
or
y 
2:
 a
ct
iv
e 
sh
ou
ld
er
 a
bd
uc
tio
n.
 C
at
eg
or
y 
3:
 re
si
st
ed
 
br
ea
k-
te
st
 in
 A
B
D
, r
es
is
te
d 
br
ea
k-
te
st
 in
 E
R
 o
r I
R
. 
G
ro
up
 1
 (n
 =
 28
): 
6 
se
ss
io
ns
 o
f p
hy
si
ot
he
ra
pi
st
-le
d 
ex
er
ci
se
s (
se
e 
G
ro
up
 2
) p
lu
s m
an
ua
l 
th
er
ap
y 
w
ith
in
 3
 w
ee
ks
; a
pp
lic
at
io
n 
of
 m
an
ua
l t
he
ra
py
 te
ch
ni
qu
es
 b
as
ed
 o
n 
in
fo
rm
at
io
n 
fr
om
 a
 d
et
ai
le
d 
ex
am
in
at
io
n 
of
 th
e 
pa
tie
nt
 a
im
in
g 
to
 re
st
or
e 
m
ob
ili
ty
 o
f t
he
 g
le
no
hu
m
er
al
 
jo
in
t, 
sh
ou
ld
er
 g
ird
le
, t
ho
ra
ci
c 
sp
in
e,
 a
nd
 c
er
vi
ca
l s
pi
ne
; o
th
er
 tr
ea
tm
en
ts
 w
er
e 
so
ft 
tis
su
e 
m
as
sa
ge
 a
nd
 st
re
tc
hi
ng
 o
f t
he
 p
ec
to
ra
lis
 m
aj
or
, i
nf
ra
sp
in
at
us
, t
er
es
 m
in
or
, u
pp
er
 tr
ap
ez
iu
s, 
st
er
no
cl
ei
do
m
as
to
id
, a
nd
 s
ca
le
nu
s 
m
us
cu
la
tu
re
; s
pe
ci
fi
c 
ho
m
e 
ex
er
ci
se
s 
w
er
e 
gi
ve
n 
to
 th
e 
pa
tie
nt
 to
 re
in
fo
rc
e 
m
an
ua
l t
re
at
m
en
t. 
G
ro
up
 2
 (n
 =
 2
3)
: 6
 p
hy
si
ot
he
ra
pi
st
-l
ed
 s
es
si
on
s 
of
 a
 s
ta
nd
ar
di
ze
d 
fl
ex
ib
il
it
y 
an
d 
st
re
ng
th
en
in
g 
pr
og
ra
m
 in
 6
 le
ve
ls
 o
f t
ub
in
g 
re
si
st
an
ce
 w
ith
in
 3
 w
ee
ks
 in
cl
ud
in
g 
sh
ou
ld
er
 
FL
EX
, s
ca
pt
io
n,
 ro
w
in
g,
 h
or
iz
on
ta
l e
xt
en
si
on
-e
xt
er
na
l r
ot
at
io
n,
 se
at
ed
 p
re
ss
 u
p,
 e
lb
ow
 
pu
sh
 u
p 
pl
us
, s
tre
tc
he
s f
or
 th
e 
an
te
rio
r a
nd
 p
os
te
rio
r s
ho
ul
de
r m
us
cu
la
tu
re
.
A
dd
iti
on
al
 in
te
rv
en
tio
ns
 fo
r b
ot
h 
gr
ou
ps
: p
at
ie
nt
s r
em
ai
ne
d 
on
 c
ur
re
nt
 m
ed
ic
at
io
n 
le
ve
ls
 
du
rin
g 
th
e 
st
ud
y.
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ro
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&
 
H
ay
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6
Sa
m
pl
e:
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 =
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, (
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f, 
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m
) m
ea
n 
ag
e 
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.9
 y
ea
rs
 
D
ur
at
io
n 
of
 sy
m
pt
om
s:
 N
A
Fo
llo
w
-u
p:
 a
fte
r t
re
at
m
en
t 
D
ro
p-
ou
ts
: 1
D
ia
gn
os
is
: p
rim
ar
y 
im
pi
ng
em
en
t s
yn
dr
om
e 
In
cl
us
io
n 
cr
ite
ria
: p
ai
n 
ab
ou
t t
he
 su
pe
ro
la
te
ra
l 
sh
ou
ld
er
 re
gi
on
 a
nd
 o
ne
 o
r m
or
e 
of
 th
e 
fo
llo
w
in
g:
 (a
) 
ac
ti
ve
 R
O
M
 d
efi
ci
ts
 in
 h
um
er
al
 e
le
va
ti
on
; (
b)
 p
ai
nf
ul
 
su
ba
cr
om
ia
l c
om
pr
es
si
on
; (
c)
 li
m
ite
d 
fu
nc
tio
na
l 
m
ov
em
en
t p
at
te
rn
s i
n 
an
 e
le
va
te
d 
po
si
tio
n.
G
ro
up
 1
 (n
 =
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: 9
 se
ss
io
ns
 w
ith
in
 3
 w
ee
ks
 (s
ee
 G
ro
up
 2
) p
lu
s m
an
ua
l m
ob
ili
za
tio
n 
of
 th
e 
su
ba
cr
om
ia
l a
nd
 g
le
no
hu
m
er
al
 jo
in
ts
 in
cl
ud
in
g 
in
fe
rio
r, 
po
st
er
io
r, 
an
d 
an
te
rio
r g
lid
es
, a
nd
 
lo
ng
-a
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s t
ra
ct
io
n 
de
pe
nd
in
g 
on
 th
e 
re
su
lts
 o
f t
he
 in
iti
al
 e
xa
m
in
at
io
n.
 
G
ro
up
 2
 (n
 =
 7)
: 9
 p
hy
si
ot
he
ra
pi
st
-le
d 
se
ss
io
ns
 w
ith
in
 3
 w
ee
ks
 in
cl
ud
in
g:
 h
ot
 p
ac
ks
; 
st
re
tc
hi
ng
 e
xe
rc
is
es
 (c
an
e-
as
si
st
ed
 F
LE
X
 a
nd
 E
R
, t
ow
el
-a
ss
is
te
d 
IR
, a
rm
-a
ss
is
te
d 
ho
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on
ta
l a
dd
uc
tio
n)
; s
tre
ng
th
en
in
g 
ex
er
ci
se
s (
ch
ai
r p
re
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, I
R
 a
nd
 E
R
 is
om
et
ric
s)
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pe
nd
ul
um
 e
xe
rc
is
es
 a
nd
 e
xe
rc
is
es
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r p
os
tu
ra
l c
or
re
ct
io
n;
 1
0 
m
in
 o
f s
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t t
is
su
e 
m
ob
il
iz
at
io
n 
(e
ffl
eu
ra
ge
, f
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ct
io
n 
an
d 
kn
ea
di
ng
 te
ch
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qu
es
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Sa
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pl
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ye
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G
ro
up
 2
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G
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up
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D
ur
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ro
up
 1
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m
on
th
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 8
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–1
2 
m
on
th
s:
 8
; 1
–3
 y
ea
rs
: 
9;
 >
 3 
ye
ar
s:
 2
0
G
ro
up
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: <
 6 
m
on
th
s:
 5
; 6
–1
2m
on
th
s:
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; 1
–3
 y
ea
rs
: 
5;
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 3 
ye
ar
s:
 1
4
G
ro
up
 3
: <
 6 
m
on
th
s:
 6
; 6
–1
2 
m
on
th
s:
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; 1
–3
 y
ea
rs
: 
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 3 
ye
ar
s:
 2
5
Fo
llo
w
-u
p:
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, 6
 m
on
th
s, 
2.
5 
ye
ar
s. 
D
ro
p-
ou
ts
: 2
5 
at
 3
 m
on
th
s, 
5 
at
 6
 m
on
th
s, 
12
 a
t 
2.
5 
ye
ar
s 
D
ia
gn
os
is
: s
ta
ge
 2
 im
pi
ng
em
en
t
In
cl
us
io
n 
cr
ite
ria
: (
i) 
18
–6
6 
ye
ar
s o
f a
ge
; (
ii)
 sh
ou
ld
er
 
pa
in
 fo
r a
t l
ea
st
 3
 m
on
th
s r
es
is
ta
nt
 to
 p
hy
si
ot
he
ra
py
 
an
d 
no
n-
st
er
oi
d 
an
d 
st
er
oi
d 
an
ti
-i
nfl
am
m
at
or
y 
m
ed
ic
at
io
n;
 (i
ii)
 d
ys
fu
nc
tio
n 
or
 p
ai
nf
ul
 a
rc
 o
n 
A
B
D
; 
(iv
) p
ai
n 
(2
 o
ut
 o
f 3
) w
ith
 re
si
st
ed
 o
r e
cc
en
tri
c A
B
D
 
in
 0
°, 
A
B
D
 in
 3
0°
 o
r E
R
 o
f t
he
 sh
ou
ld
er
; (
v)
 p
os
iti
ve
 
im
pi
ng
em
en
t t
es
ts
; (
vi
) n
or
m
al
 g
le
no
hu
m
er
al
 R
O
M
; 
di
ag
no
si
s 
w
as
 c
on
fi
rm
ed
 w
it
h 
su
ba
cr
om
ia
l i
nj
ec
ti
on
 o
f 
Li
gn
oc
ai
ne
 (p
ai
n-
fr
ee
 a
fte
r 1
5 
m
in
).
G
ro
up
 1
 (n
 =
 45
): 
ar
th
ro
sc
op
ic
 su
rg
er
y 
co
ns
is
tin
g 
of
 b
ur
se
ct
om
y 
an
d 
re
se
ct
io
n 
of
 th
e 
la
te
ra
l a
nd
 a
nt
er
io
r p
ar
t o
f t
he
 a
cr
om
io
n 
an
d 
th
e 
co
ra
co
ac
ro
m
ia
l l
ig
am
en
t f
ol
lo
w
ed
 b
y 
ph
ys
io
th
er
ap
y 
an
d 
ex
er
ci
se
s. 
G
ro
up
 2
 (n
 =
 30
): 
12
 se
ss
io
ns
 o
f p
la
ce
bo
 la
se
r w
ith
in
 6
 w
ee
ks
. 
G
ro
up
 3
 (n
 =
 50
): 
2 
su
pe
rv
is
ed
 e
xe
rc
is
e 
se
ss
io
ns
 p
er
 w
ee
k 
pl
us
 h
om
e 
ex
er
ci
se
s o
n 
th
e 
ot
he
r 
da
ys
 fo
r 3
–6
 m
on
th
s w
ith
 su
pe
rv
is
io
n 
gr
ad
ua
lly
 b
ei
ng
 re
du
ce
d;
 in
iti
al
ly
 re
la
xe
d 
re
pe
tit
iv
e 
m
ov
em
en
ts
 fo
r r
ot
at
io
n,
 F
LE
X
, E
X
T,
 A
B
D
, a
nd
 A
D
D
; t
he
n 
gr
ad
ua
lly
 a
dd
ed
 re
si
st
an
ce
 to
 
st
re
ng
th
en
 th
e 
sh
or
t r
ot
at
or
s a
nd
 th
e 
sc
ap
ul
a-
st
ab
ili
zi
ng
 m
us
cl
es
; 3
 le
ss
on
s o
f e
du
ca
tio
n 
ab
ou
t s
ho
ul
de
r a
na
to
m
y 
an
d 
fu
nc
tio
n,
 e
rg
on
om
ic
s, 
an
d 
pa
in
 m
an
ag
em
en
t.
A
dd
iti
on
al
 in
te
rv
en
tio
ns
 fo
r b
ot
h 
gr
ou
ps
: N
SA
ID
s a
nd
 a
na
lg
es
ic
s w
er
e 
al
lo
w
ed
.
H
aa
hr
 e
t a
l. 
(2
3,
 
25
)
7
Sa
m
pl
e:
 n
 =
 84
, (
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 f,
 2
6 
m
) m
ea
n 
(S
D
) a
ge
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4.
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ye
ar
s (
7,
 8
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D
ur
at
io
n 
of
 sy
m
pt
om
s, 
n
G
ro
up
 1
: <
 6 
m
on
th
s:
 3
; 6
–1
2 
m
on
th
s:
 1
0;
 >
 12
 
m
on
th
s 2
9
G
ro
up
 2
: <
 6 
m
on
th
s:
 4
; 6
–1
2 
m
on
th
s:
 3
; >
 12
 
m
on
th
s 3
4
Fo
llo
w
-u
p:
 3
, 6
, 1
2 
m
on
th
s;
 4
, 8
 y
ea
rs
 
D
ro
p-
ou
ts
: 5
 a
t 4
–8
 y
ea
rs
 fo
llo
w
-u
p
D
ia
gn
os
is
: s
ub
ac
ro
m
ia
l i
m
pi
ng
em
en
t s
yn
dr
om
e
In
cl
us
io
n 
cr
ite
ria
: (
i) 
18
–5
5y
ea
rs
 o
f a
ge
; (
ii)
 sh
ou
ld
er
 
pa
in
; (
iii
) s
ym
pt
om
s b
et
w
ee
n 
3 
m
on
th
s a
nd
 3
 y
ea
rs
; 
(iv
) p
ai
nf
ul
 a
rc
 o
n 
A
B
D
; (
v)
 p
os
iti
ve
 im
pi
ng
em
en
t s
ig
n 
(H
aw
ki
ns
 si
gn
), 
(v
i) 
po
si
tiv
e 
im
pi
ng
em
en
t t
es
t.
G
ro
up
 1
 (n
 =
 43
): 
19
 se
ss
io
ns
 p
hy
si
ot
he
ra
py
 (u
p 
to
 6
0 
m
in
 e
ac
h)
 w
ith
in
 1
2 
w
ee
ks
 in
cl
ud
in
g 
he
at
 a
pp
lic
at
io
n,
 c
ol
d 
pa
ck
s o
r s
of
t t
is
su
e 
tre
at
m
en
ts
; a
ct
iv
e 
tra
in
in
g 
of
 th
e 
pe
ris
ca
pu
la
r 
m
us
cl
es
; s
tre
ng
th
en
in
g 
of
 th
e 
ro
ta
to
r c
uf
f. 
ac
tiv
e 
ex
er
ci
se
s w
er
e 
do
ne
 a
t h
om
e 
da
ily
 fo
r 
an
ot
he
r 1
2 
w
ee
ks
, t
he
n 
th
e 
fr
eq
ue
nc
y 
w
as
 re
du
ce
d 
to
 3
 ti
m
es
 a
 w
ee
k.
G
ro
up
 2
 (n
 =
 41
): 
su
ba
cr
om
ia
l d
ec
om
pr
es
si
on
 (b
ur
se
ct
om
y 
w
ith
 p
ar
tia
l r
es
ec
tio
n 
of
 th
e 
an
te
ro
-in
fe
rio
r p
ar
t o
f t
he
 a
cr
om
io
n 
an
d 
th
e 
co
ra
co
ac
ro
m
ia
l l
ig
am
en
t) 
fo
llo
w
ed
 b
y 
ac
tiv
e 
ho
m
e 
ex
er
ci
se
s i
nc
lu
di
ng
 ro
ta
to
r c
uf
f e
xe
rc
is
es
 fo
r 6
–8
 w
ee
ks
.
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en
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Sa
m
pl
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 =
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m
) m
ea
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(S
D
) a
ge
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G
ro
up
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)
D
ur
at
io
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of
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m
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 N
A
Fo
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w
-u
p:
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2 
m
on
th
s 
D
ro
p-
ou
ts
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D
ia
gn
os
is
: p
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nf
ul
 sh
ou
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In
cl
us
io
n 
cr
ite
ria
: (
i) 
sh
ou
ld
er
 p
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of
 a
t l
ea
st
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 m
on
th
s 
du
ra
tio
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i) 
pa
in
fu
l a
rc
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Table V. Overview of included studies – outcome measures and results
Study Outcome measures (pain and function)
Results for 
between-groups 
comparison 
WMD (95% CI)
(fixed effects model)
RR (95% CI)
(fixed effects 
model)
Dickens et al. 
(27)
Patients refused surgery after intervention 6 months +  21.93  
(1.34–360.2) 
Ludewig & 
Borstad (26)
Shoulder rating questionnaire (for function).
Work related pain (6 items scored on a 1–10-point scale).
Work related disability (4 items scored on a 1–10-point scale). 
10 weeks
10 weeks
10 weeks
+ (G1 vs G2) 
+ (G3 vs G1) 
+ (G1 vs G2) 
+ (G3 vs G1) 
+ (G1 vs G2) 
+ (G3 vs G1)
6.9 (0.6–13.2) 
16.0 (9.1–22.9) 
1.3 (0.5–2.1) 
1.4 (0.5–2.3) 
1.2 (0.4–2.0) 
1.2 (0.3–2.1)
Walther et al. 
(38)
Constant-Murley-Score (total score only) (ranges from 0 to 100 
points, with higher scores indicative of better function. Subscales 
for function (60 points), pain (15 points), and strength (25 points).
0 between all 
groups and for 
all follow-ups 
 
Werner et al. 
(39)
Constant-Murley-Score (total score only)
(ranges from 0 to 100 points with higher scores indicative of better 
function). 
Subscales for function (60 points), pain (15 points), and strength 
(25 points).
0 for all follow-
ups
Ginn & 
Cohen (35)
Pain with a standardized reaching task (rated on a VAS 0–10). 
Self-reported functional limitation score (9 items scored on a 
0–4-point scale).
5 weeks 
5 weeks
0 between all 
groups 
0 between all 
groups
 
Bang & 
Deyle (36)
Self-reported functional assessment questionnaire (9 items, 0–5 
point scale).
Pain composite score (active ABD, resisted ABD, IR, ER, and 
functional pain, all scored on a VAS).
Functional pain score (9 items scored on a VAS).
AT 
2 months 
AT
AT 
2 months
+ 
+
+ 
+ 
+
4.7 (1.3–8.6) 
186.2 (55.3–317.2)
128.7 (39.4–218.0)
Conroy & 
Hayes (37)
Maximum 24 h pain (scored on a VAS 0–10) after treatment.
Pain with subacromial compression (scored on a VAS 0–10). 
Overhead function (3 overhead activities scored on a 3-point scale).
AT
AT
AT
+ 
+ 
0
33.4 (6.4–60.4) 
31.1 (4.6–57.6)
Brox et al. 
(22, 24)
Neer shoulder score > 80 points (ranges 10–100 points with higher 
scores indicative of better function. Subscales for pain (35 points), 
function (30 points), active ROM (25 points), anatomical & 
radiological evaluation (10 points)).
Neer shoulder score > 80 points.
Pain with activity, at rest, and at night (scored on a 1–9 point 
scale). 
Two functional activities (“can you carry a shopping bag?”, “can 
you take something from a wall cupboard?”).
6 months 
(ITT)
2.5 years 
(ITT).
3 & 6 
months 
2.5 years
2.5 years
+ (G1 vs G2) 
+ (G3 vs G2) 
0 (G1 vs G3) 
+ (G1 vs G2) 
+ (G3 vs G2) 
0 (G1 vs G3) 
+ (G1 & 3 vs G2) 
+ (G1 vs G3)
+ (G1 & 3 vs G2) 
0 (G1 vs G3) 
+ (G1 & 3 vs G2)
0 (G1 vs G3)
2.7 (1.4–5.4) 
2.5 (1.2–4.9) 
0.9 (0.7–1.2)
Haahr et al. 
(23, 25)
Change in Constant score (ranges from 0–100 points with higher 
scores indicative of better function. Subscales for function (20 
points), ROM (40 points), pain (15 points), and strength (25 points).
PRIM score (questionnaire to assess pain and dysfunction, ranges 
from 0 to 36 points with lower scores indicative of better function).
Change in PRIM score.
Recovered or improved in PRIM score. 
DREAM-indices (index of marginalization, sick leave and 
disability pension in Denmark).
3 months 
6 months
12 months
12 months
4–8 years
8 years
4 years
0
0
0
0
0
0
0
4.6 (–3.3 to 12.5)
1.4 (–7.6 to 10.4)
4.2 (–5.1 to 13.5)
0.0 (–11.8 to 11.8)
2.3 (–2.1 to 6.7)
1.1 (0.8–1.6)
Nykänen  
(29)
Self reported ADL-index.
Self reported pain-index. 
Supraspinatus pain test (scored on 0–3 point scale).
Arc of initial pain with active abduction (in degrees).
4 weeks
4 months
12 months 
4 weeks
4 months
12 months
4 weeks
4 weeks
0
0
0
0
0
0
0
0
0.1 (–0.3 to 0.5)
–0.5 (–1.6 to 0.6)
–0.3 (–1.4 to 0.8)
–0.2 (–0.8 to 0.4)
0.0 (–2.2 to 2.2)
0.0 (–2.2 to 2.2)
0.0 (–0.3 to 0.3)
4.0 (–15.9 to 23.9)
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Home-based exercises vs no intervention. Ludewig & Borstad 
(26) investigated the effect of standardized home-based exercises 
of 10 weeks’ duration, including 6 stretching and strengthening 
exercises in 76 male construction workers. They found signifi-
cant improvements in work-related pain and disability, and the 
shoulder rating questionnaire assessing shoulder specific activi-
ties in the exercise group (n = 34) after 10 weeks, compared with 
a control group (n = 33) receiving no treatment. 
There is limited evidence (67 patients) that home-based 
exercises are an effective treatment for male construct workers 
with SIS compared with no treatment at 10 weeks follow-up.
Physiotherapy including “centring training for the shoulder” 
vs home-based exercises including isometric strengthening. 
Three studies compared physiotherapy with home-based ex-
ercises (35, 38, 39). In 2 studies (38, 39) instructions on the 
prescription for physiotherapy were “centring training” and, if 
necessary “mobilization”. There were no further instructions 
or written protocols, and treatment decisions were left to the 
physiotherapists. In contrast, the standardized exercise proto-
col included defined exercises aiming at centring the humeral 
head and included isometric strengthening on a handout. After 
instruction the patients performed the exercises at home. No 
difference was found between the physiotherapy groups and the 
exercise groups. Additionally, the study of Walther et al. (38) 
also included a control group wearing a functional shoulder 
brace for 12 weeks. This group also showed no significant dif-
ferences compared with exercises or physiotherapy. Ginn & 
Cohen (35) compared the effect of home-based exercises with 
a single corticosteroid injection into the subacromial space and 
Johansson  
et al. (28)
Mean of the total scores of 3 shoulder-specific assessment scales 
(Constant-Murley Shoulder Score, Adolfsson-Lysholm S houlder 
Score, UCLA Score).
5 weeks 
(ITT)
3 months 
(ITT) 
6 months 
(ITT)
12 months 
(ITT)
0
0
0
0
–3.0 (–7.3 to 1.3)
–3.0 (–8.3 to 2.3)
0.0 (–6.8 to 6.8)
–3.0 (–8.8 to 2.8)
Saunders  
(30)
Pain (scored on a pain analogue scale).
Pain diary (self-rating on a pain analogue scale).
3 weeks 
3 weeks
+ 
+ 
 5.0 (1.4–18.2) 
2.0 (1.0–4.1) 
Vecchio  
et al. (31)
Painful arc score (scored on a 0–3 point scale). 
Change scores for night pain (scored on a VAS).
Change scores for rest pain (scored on a VAS).
Change scores for movement pain (scored on a VAS).
Change score of functional limitation of ADL (scored on a VAS).
4 weeks
8 weeks
4 weeks
8 weeks 
4 weeks
8 weeks 
4 weeks
8 weeks
4 weeks
8 weeks
0
0
0
0
0 
0
0
0
0
0
0.0 (–0.7 to 0.7)
0.3 (–0.6 to 1.2)
1.3 (–1.1 to 366)
1.2 (–1.7 to 4.1)
0.8 (–0.9 to 2.5)
1.7 (–0.7 to 4.1)
1.5 (–1.0 to 4.0)
1.8 (–1.1 to 4.7)
0.9 (–1.1 to 2.9)
0.7 (–1.5 to 2.9)
Aktas et al. 
(32)
Rest pain (scored on a VAS).
Activity pain (scored on a VAS).
Pain disturbing sleep (scored on a VAS). 
Constant score (ranges from 0 to 100 points with higher scores 
indicative of better function. Subscales for function (20 points), 
ROM (40 points), pain (15 points), and strength (25 points)).
Shoulder disability questionnaire (pain-related disability 
questionnaire with 16 items; ranges from 0 to 100 with lower 
scores indicative for less disability). 
3 weeks 
3 weeks
3 weeks
3 weeks
3 weeks
0
0
0
0
0
0.1 (–0.9 to 1.0)
–0.1 (–1.5 to 1.4)
–1.5 (–3.0 to 0.1)
0.7 (–9.0 to 10.3)
–0.5 (–17.9 to 17.0)
Binder et al. 
(33)
Pain score (sum of pain at night, movement, at rest scored on a 
VAS).
Pain on resisted movements; painful arc score (scored on a 4-point 
scale). 
Minor residual or no symptoms.
2 & 4 
weeks 
6, 8 & 16 
weeks 
2 & 4 
weeks 
6, 8 & 16 
weeks 
16 months
+
0
+ 
0
0 1.1 (0.9–1.4)
Chard et al. 
(34)
Pain scores (at night, on movement, at rest, summated score, all 
scored on a VAS). 
Pain on resisted movements (ABD, ER and IR, all scored on a 0–3 
point scale). 
Painful arc score (scored on a 0–3 point scale).
0 all follow-ups
0 all follow-ups
0 all follow-ups
ABD: abduction; ADL: activities of daily life; AT: after treatment; 95% CI: 95% confidence interval; ER: external rotation; G: group; IR: internal 
rotation; ITT: intention to treat; 0: no significant differences between groups as reported by the authors; PRIM: Project on Research and Intervention 
in Monotonous Work; RR: relative risk; VAS: visual analogue scale; WMD: weighted mean difference; +: significant in favour of the intervention 
group as reported by the authors. 
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with a group receiving “multiple physical modalities” (MPM) 
in shoulder pain patients including a subgroup of patients with 
SIS (n = 61). The MPM group was taken as the physiotherapy 
group because of its typical physiotherapeutic content. The 
exercise group performed an individually planned shoulder 
programme based on the information of the initial assessment, 
including strengthening and stretching exercises and exercises 
to gradually improve functional tasks. The programme was 
supervised and adapted once a week. MPM was a combina-
tion of electrophysical means, passive joint mobilization of 
the shoulder complex (twice a week), global range of motion 
(ROM) and strengthening exercises for the upper extremity to 
increase hand placement. After 5 weeks no difference between 
the 3 groups could be found. Given the restricted similarity 
in interventions there is only moderate evidence about the 
effectiveness. 
There is moderate evidence (141 patients) that there is no 
difference in effects on functioning between a standardized 
shoulder-specific isometric exercise programme at home and 
physiotherapy addressing centring of the shoulder in patients 
with SIS at 5–12 weeks follow-up.
Physiotherapist-led exercises vs physiotherapist-led exercises 
plus manual therapy. In the studies by Bang & Deyle (36) 
(n = 52) and Conroy & Hayes (37) (n = 14) the groups receiv-
ing physiotherapist-led exercises plus manual therapy showed 
significantly better results in the short term for pain and func-
tioning than the control groups in both trials that received only 
physiotherapist-led exercises. The pooled effect size (standard-
ized mean difference (95% CI) for pain after treatment was 0.88 
(0.36–1.40). A standardized mean difference was calculated 
because different measurement scales were used in the trials. 
The random effects model was chosen because an identical 
effect for both studies could not be assumed due to variations 
of the manual therapy protocol and a different frequency of 
its application. However, the small study populations and the 
limited simultaneity in timing of the measures do not justify 
a strong evidence level.
There is moderate evidence (66 patients) that adding manual 
therapy to a standardized shoulder-specific exercise programme 
is superior in pain improvement compared with an isolated 
exercise regimen at 3 and 8 weeks follow-up.
Physiotherapist-led exercises vs surgery. Brox et al. (22, 24) 
assigned 125 patients with SIS to 3 groups. The first group 
underwent subacromial decompression followed by physi-
otherapy, the second group had placebo laser and was used as 
the control group, and the third group received physiotherapist-
led exercises. Using an intention-to-treat analysis, the median 
Neer score measuring shoulder functioning reached statisti-
cal significance in favour of the active treatment groups at 6 
months and 2.5 years follow-up. Haahr et al. (23, 25) made 
the same comparison in a sample of 84 patients, but without 
the use of a placebo group. They found no differences between 
groups at any follow-up point, either for the Constant score or 
for the Project on Research and Intervention in Monotonous 
Work score assessing shoulder pain and disability. 
There is moderate to strong evidence (209 patients) that 
surgery is not more effective than physiotherapist-led exercises 
in the treatment of pain and disability in patients with SIS at 
6 months, and 1, 2.5, 4 and 8 years follow-up.
Ultrasound vs sham treatment. Nykänen (29) compared ultra-
sound with sham treatment in 73 patients. Both groups addi-
tionally received group gymnastics and massage therapy. After 
4 and 8 months the investigators could not find any significant 
differences in pain and functioning between both groups. 
There is limited evidence (73 patients) that ultrasound 
therapy is not more effective in improving pain and function-
ing than sham treatment when added to group gymnastics and 
massage therapy at 4 weeks, 4 or 12 months follow-up.
Ultrasound vs acupuncture. Johansson et al. (28) compared 
ultrasound therapy with acupuncture. Additionally, both groups 
performed home-based exercises on a daily basis for 5 weeks. 
Although both groups improved significantly, no differences 
could be seen between groups after 3, 6, or 12 months.
There is limited evidence (85 patients) that ultrasound therapy 
is not more effective than acupuncture in combination with 
home-based exercises in the treatment of patients with SIS.
Low-level laser therapy vs sham treatment. Both, Saunders 
(30) and Vecchio et al. (31) compared low-level laser therapy 
(LLLT) with sham treatment. In the study of Saunders (30) real 
treatment had a significantly better effect on pain than sham 
treatment after 3 weeks. In contrast, Vecchio et al. (31) found 
no differences between the 2 groups after 4 and 8 weeks.
There is conflicting evidence (59 patients) about the effec-
tiveness of LLLT for the treatment of SIS.
Electromagnetic field therapy. Binder et al. (33) compared 8 
weeks of electromagnetic field therapy (EMFT) with 4 weeks 
of sham treatment followed by 4 weeks of real treatment. A 
significant difference between groups was seen after 4 weeks 
for pain on resisted movements and the painful arc score in 
favour of the EMFT group, but not after 6, 8 and 16 weeks. 
This result could not be confirmed by Aktas et al. (32). They 
compared EMFT with sham treatment and found no differ-
ences between groups for pain and functioning after 3 weeks. 
Chard et al. (34) compared 8 h of low-dose EMFT with 2 h of 
high-dose EMFT. No difference could be seen for any outcome 
measure at any follow-up.
There is conflicting evidence (124 patients) that EMFT 
is more effective in improving pain and function than sham 
treatment in the short term, regardless of whether high or low 
doses of EMFT are applied.
DISCUSSION
This review summarized the effectiveness of physiotherapy in 
patients with SIS. According to our best-evidence synthesis, 
moderate evidence was found for an equal effectiveness of 
physiotherapist-led exercises and surgery in patients with SIS, 
especially in the long term (22–25). Although the quality score 
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of 7/10 and the number of 209 included patients suggests a 
stable result, more high-quality trials are necessary to confirm 
these results. These results suggest that patients should not 
undergo surgery before having been treated conservatively. 
In addition, exercise therapy seemed to cause less costs than 
surgery (24). Surgery should be handled with care, and clear 
indications for its application need to be established. Moderate 
evidence was also found for manual therapy combined with 
exercises compared with exercises alone in patients with SIS 
(36, 37). In both (small) studies manual treatment combined 
with physiotherapist-led exercises led to statistically significant 
improvements in pain levels compared with physiotherapist-led 
exercises alone. However, only the protocol of Bang & Deyle 
(36) additionally led to a significant improvement in functional 
activities. The fact that Bang & Deyle (36) also included the 
adjacent joints in their manual treatment, regularly rechecked 
and adapted their interventions, and that all patients received 
individually designed home exercises to reinforce the effect 
of manual treatment, may have contributed to this. However, 
the moderate evidence statement was valid only for pain, but 
not for functioning. Unfortunately, neither study provided suf-
ficient data to judge the minimal difference between groups in 
treatment effect and, therefore, the clinical importance of the 
results cannot be determined exactly. Moreover, both studies 
had short follow-ups and small sample sizes and despite a 
quality score of 6/10, some important quality items, such as 
allocation concealment, blinding of subjects and therapists, 
and intention-to-treat analysis were not fulfilled. This review 
further revealed moderate evidence for an equal effectiveness 
of combined physiotherapy interventions and home-based 
exercises on pain and functioning (35, 38, 39). Unfortunately, 
instructions for physiotherapy in 2 studies (38, 39) were quite 
similar to the protocol of the exercise groups and therefore 
similar results could be expected. The fact that, in the study of 
Werner et al. (39), participants were significantly more satisfied 
with home-based exercises beings into question the quality of 
the 30 physiotherapy sessions. Even Ginn & Cohen (35) could 
not reveal any differences between both interventions, perhaps 
because the study was highly likely to be underpowered (n = 61) 
to detect any difference. Their treatment for the exercise group 
was individualized for each patient, and covered exercises to 
improve strength, flexibility, co-ordination, posture, and motor 
control. Unfortunately, this exercise programme was with-
held from the MPM group, replaced with standardized range 
of motion exercises, and only manual joint mobilization was 
individualized. Therefore, the benefit of manual mobilization 
and electrophysical means in addition to an individualized 
home-based exercise programme remained unclear. Although 
Dickens et al. (27) found that combined physio therapy inter-
ventions are significantly more effective than no intervention, 
this was also true for home-based exercises (26), and thus the 
application of this more complex intervention must be justified 
in future studies. Both the combination of the exercises used in 
the exercise protocols (24–26) and the combination of physi-
otherapy interventions (27, 35, 38, 39) varied considerably 
between studies. Reasons for their selection were often not 
explained and therefore remained unclear. This suggests that 
no clear criteria exist for determining the content of an exercise 
protocol or the combination of physiotherapy interventions, 
which might also have limited the effect. A detailed description 
of the interventions is shown in Table IV. 
The results for a passive treatment were that ultrasound (29) 
was not more effective than sham application and evidence for 
the effect of LLLT (30, 31) or EMFT (32, 33) was conflicting. 
Thus, moderate evidence exists that passive treatment modali-
ties are not more effective than sham application and their use 
can therefore not be recommended.
Methodological limitations of this review
There are some methodological limitations of this review. 
Although only those studies were included in which subjects 
presented typical clinical signs and symptoms for SIS, more 
than 30 different inclusion criteria and more than 40 different 
exclusion criteria were used across all studies. This may reflect 
the need for a valid and practical classification system for pa-
tients with shoulder complaints in general. Considerable clinical 
heterogeneity regarding interventions and outcome measures, 
and missing or incomplete data often made it impossible to pool 
study results or to calculate any effect size. Furthermore, only 
a few studies could be summarized per comparison. 
The cut-off point chosen for the definition of a high-quality 
study (5/10) was based on the impossibility of blinding thera-
pists and participants with most active physiotherapeutic 
interventions, but remains to some extent subjective. This 
may have affected the resultant level of evidence statements 
and, in combination with the average methodological quality 
of included studies of 6.8/10 (range 5–9), the stability of the 
review results must be questioned. When applying the CON-
SORT (Consolidated Standards of Reporting Trials) statement 
for trials assessing non-pharmacological treatments (40, 41) 
to the included studies it becomes obvious that the conclu-
sions of this systematic review are limited by missing quality 
aspects, such as sequence generation, allocation concealment, 
blinding, intention to treat-analysis, or incomplete outcome 
data. Together with the small number of studies found for 
each comparison, small sample sizes (median 56) and short 
follow-up periods (median 11 weeks), these aspects may have 
contributed to an overestimation of treatment effects. 
Implications for further research
A major concern for further studies is that defined interventions 
based on a structured decision-making process should be ap-
plied to clearly-defined clinical patterns. To do so, a valid and 
practical classification system for shoulder disorders is needed. 
The use of similar shoulder-specific outcome measures for 
pain, activity and participation restrictions is recommended to 
facilitate future pooling of data. To enable the reader to judge 
the clinical value of statistically significant study results and to 
allow a transfer of study results into daily practice, sufficient 
statistical data for within- and between-group results, and 
a detailed description of treatment modalities tested should 
be provided. There is an urgent need for more high-quality 
randomized controlled trials in this field.
J Rehabil Med 41
880 T. O. Kromer et al.
REFERENCES
Östör AJK, Richards CA, Prevost AT, Speed CA, Hazleman BL. 1. 
Diagnosis and relation to general health of shoulder disorders 
presenting to primary care. Rheumatology 2005; 44: 800–805.
van der Windt DA, Koes BW, de Jong BA, Bouter LM. Shoulder 2. 
disorders in general practice: incidence, patient characteristic, and 
management. Ann Rheum Dis 1995; 54: 959–964
Lewis JS, Green AS, Dekel S. The aetiology of subacromial im-3. 
pingement syndrome. Physiotherapy 2001; 87: 458–469.
Green SE, Buchbinder R, Forbes A, Glazier R. Interventions for 4. 
shoulder pain. The Cochrane Database of Systematic Reviews, 
1999; (2): CD001156.
Green SE, Buchbinder R, Hetrick S. Physiotherapy interventions 5. 
for shoulder pain. The Cochrane Database of Systematic Reviews, 
2003; (2): CD004258.
Desmeules F, Cote CH, Fremont P. Therapeutic exercise and or-6. 
thopaedic manual therapy for impingement syndrome: a systematic 
review. Clin J Sports Med 2003; 13: 176–182.
van der Heijden GJ. Shoulder disorders: a state of the art review. 7. 
Baillieres Best Pract Res Clin Rheumatol 1999; 13: 287–309.
Faber E, Kuiper JI, Burdorf A, Miedema HS, Verhaar JAN. Treat-8. 
ment of impingement syndrome: a systematic review of the effects 
on functional limitations and return to work. J Occup Rehabil 
2006; 16: 7–25.
Michener LA, Walsworth MK, Burnet EN. Effectiveness of reha-9. 
bilitation for patients with subacromial impingement syndrome: 
a systematic review. J Hand Ther 2004; 17: 152–164.
Hughes PC, Taylor NF, Green RA. Most clinical tests cannot ac-10. 
curately diagnose rotator cuff pathology: a systematic review. Aust 
J Physiother 2008; 54: 159–170.
Burnett J, Grimmer K, Saravana K. Development of a generic criti-11. 
cal appraisal tool by consensus: presentation of first round Delphi 
survey results. [Cited 2005 Jan] IJAHSP 2005; 3. Available from. 
http://ijahsp.nova.edu/articles/vol3num1/burnett.htm
Linsell L, Dawson J, Zondervan K, Rose P, Randall T, Fitzpatrick 12. 
R, et al. Prevalence and incidence of adults consulting for shoulder 
conditions in UK primary care: patterns of diagnosis and referral. 
Rheumatology 2006; 45: 215–221.
Higgins JPT, Green S. Cochrane Handbook for Systematic Reviews 13. 
of Interventions 4.2.5 [updated 2005 May]. Chichester: John Wiley 
& Sons, Ltd; 2005.
Maher CG, Sherrington C, Herbert RD, Moseley AM, Elkins M. 14. 
Reliability of the PEDro scale for rating quality of randomized 
controlled trials. Phys Ther 2003; 83: 713–721.
The Cochrane Collaboration. Review Manager (RevMan) [soft-15. 
ware]. Version 4.2 for Windows. Copenhagen: The Nordic Co-
chrane Centre, The Cochrane Collaboration; 2003.
van Tulder M, Furlan A, Bombardier C, Bouter L. Updated method 16. 
guidelines for systematic reviews in the Cochrane Collaboration 
Back Review Group. Spine 2003; 28: 1290–1299.
Citaker S, Taskiran H, Akdur H, Arabaci UO, Ekici C. Comparison 17. 
of the mobilization and proprioceptive neuromuscular facilitation 
methods in the treatment of shoulder impingement syndrome. Pain 
Clinic 2005; 17: 197–202.
Munday SL, Jones A, Brantingham JW, Globe G, Jensen M, Price 18. 
JL. A randomized, single-blinded, placebo-controlled clinical trial 
to evaluate the efficacy of chiropractic shoulder girdle adjustment 
in the treatment of shoulder impingement syndrome. JACA – Jour-
nal of the American Chiropractic Association 2007; 44: 6–15.
Peters G, Kohn D. Mittelfristige klinische Resultate nach opera-19. 
tiver versus konservativer Behandlung des subakromialen Impinge-
mentsyndroms. Unfallchirurg 1997; 100: 623–629.
Rahme H, Solem-Bertoft E, Westerberg C-E, Lundberg E, Sörensen 20. 
S, Hilding S. The subacromial impingement syndrome. Scand J 
Rehab Med 1998; 30: 253–262.
Senbursa G, Baltaci G, Atay A. Comparison of conservative 21. 
treatment with and without manual physical therapy for patients 
with shoulder impingement syndrome: a prospective, randomized 
clinical trial. Knee Surg Sports Traumatol Arthrosc 2007; 15: 
915–921.
Brox JI, Gjengedal E, Uppheim G, Bohmer AS, Brevik JI, Ljung-22. 
gren AE, et al. Arthroscopic surgery versus supervised exercises in 
patients with rotator cuff disease (stage II impingement syndrome): 
a prospective, randomized, controlled study in 125 patients with a 
2.5-year follow up. J Shoulder Elbow Surg 1999; 8: 102–111.
Haahr JP, Andersen JH. Exercises may be as efficient as sub-23. 
acromial decompression in patients with subacromial stage II 
impingement: 4 to 8 years follow up in a prospective randomized 
trial. Scand J Rheumatol 2006; 35: 224–228.
Brox JI, Brevik JI, Ljunggren AE, Staff PH. Arthroscopic surgery 24. 
compared with supervised exercises in patients with rotator cuff dis-
ease (stage II impingement syndrome). BMJ 1993; 307: 899–903.
Haahr JP, Ostergaard S, Dalsgaard J, Norup K, Frost P, Lausen S, et 25. 
al. Exercise versus arthroscopic decompression in patients with su-
bacromial impingement: a randomised, controlled study in 90 cases 
with a one year follow up. Ann Rheum Dis 2005; 64: 760–764.
Ludewig PM, Borstad JD. Effects of a home exercise programme 26. 
on shoulder pain and functional status in construction workers. 
Occup Environ Med 2003; 60: 841–849.
Dickens VA, Williams JL, Bahmra MS. Role of physiotherapy in 27. 
the treatment of subacromial impingement syndrome: a prospective 
study. Physiotherapy 2005; 91: 159–164.
Johansson KM, Adolfsson LE, Foldevi MOM. Effects of acupunc-28. 
ture versus ultrasound in patients with impingement syndrome: 
randomized clinical trial. Phys Ther 2005; 85: 490–501.
Nykänen M. Pulsed ultrasound treatment of the painful shoulder 29. 
a randomized, double-blind, placebo-controlled study. Scand J 
Rehab Med 1995; 27: 105–108.
Saunders L. The efficacy of low-level laser therapy in supraspinatus 30. 
tendinitis. Clin Rehab 1995; 9: 126–134.
Vecchio P, Cave M, King V, Adebajo AO, Smith M, Hazleman BL. A 31. 
double-blind study of the effectiveness of low level laser treatment 
of rotator cuff tendinitis. Br J Rheumatol 1993; 32: 740–742.
Aktas I, Akgun K, Cakmak B. Therapeutic effect of pulsed electro-32. 
magnetic field in conservative treatment of subacromial impinge-
ment syndrome. Clin Rheumatol 2007; 26: 1234–1239.
Binder A, Parr G, Hazelman BL. Pulsed electromagnetic field thera-33. 
py of persistent rotator cuff tendinitis. Lancet 1984; 1: 695–698.
Chard MD, Hazelman BL, Devereaux MD. Controlled study to 34. 
investigate dose-response patterns to portable pulsed electromag-
netic fields in the treatment of rotator cuff tendinitis. J Orthop 
Rheumatol 1988; 1: 33–40.
Ginn KA, Cohen M. Exercise therapy for shoulder pain aimed 35. 
at restoring neuromuscular control: a randomized comparative 
clinical trial. J Rehab Med 2005; 37: 115–122.
Bang MD, Deyle GD. Comparison of supervised exercise with and 36. 
without manual physical therapy for patients with shoulder impinge-
ment syndrome. J Orthop Sports Phys Ther 2000; 30: 126–137.
Conroy DE, Hayes KW. The effect of joint mobilization as a com-37. 
ponent of comprehensive treatment for primary shoulder impinge-
ment syndrome. J Orthop Sports Phys Ther 1998; 28: 3–14.
Walther M, Werner A, Stahlschmitt T, Woelfel R, Gohlke F. The 38. 
subacromial impingement syndrome of the shoulder treated by 
conventional physiotherapy, self-training, and a shoulder brace: 
results of a prospective randomized study. J Shoulder Elbow Surg 
2004; 13: 417–423.
Werner A, Walther M, Ilg A, Stahlschmitt T, Gohlke F. Zentrierende 39. 
Kräftigungstherapie beim einfachen subakromialen Schmerzsyn-
drom: Eigentraining versus Krankengymnastik. Z Orthop 2002; 
140: 375–380.
Boutron I, Moher D, Altman DG, Schulz KF, Ravaud P. Methods 40. 
and processes of the CONSORT group: examples of an extension 
for trials assessing nonpharmacological treatments. Ann Intern 
Med 2008; 148: W-60-W-66.
Moher D, Schulz KF, Altman DG. The CONSORT statement: 41. 
revised recommendations for improving the quality of reports of 
parallel-group randomised trials. Lancet 2001; 357: 1191–1194.
J Rehabil Med 41
